
 

Aurora University Health Services  
Phone: 630-844-5434 

Fax: 630-844-5611 
 

Minor Consent Form  
        
Student’s Name ___________________ Date of Birth/Age ________________ Student ID #______________ 
 
Parent/Guardian Name _______________________ Relationship _____________________________ 
 
Parent/Guardian Phone Number ______________________  
 

I, ___________________ (Parent/Guardian’s Name), hereby consent to the assessment and treatment of 

____________________ (Student’s Name), per the protocols of Aurora University Health Services. 

Duration of this Consent: 

� For this visit only  

� This authorization will remain in effect until 18th birthday of listed minor, unless sooner revoked in 

writing and delivered to Aurora University Health Services  

� This authorization shall remain in effect until ______________, 20___, unless sooner revoked in writing 

and delivered to Aurora University Health Services.  

 
Signature of Parent/Guardian ________________________________ Date/Time________________________ 
 
 
Health Services Staff Signature _______________________________ Date/Time________________________ 
 
_______________________________________________________________________________________________________________________________________ 
_________ _______ _______ ______ _______ _______ ______ _______ _______ ______ _______ ______ _______ _______ ______ ______ --------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------- 

 
Telephone Consent from Parent/Guardian – Health Services Staff Use Only  
 
I have obtained telephone consent for Aurora University Health Services to assess and treat the minor student 

after speaking with the student’s parent/guardian, as listed above. This consent will remain in effect for the 

duration of consent, as specified above.  

Persons Obtaining Telephone Consent:  
 
Health Services Staff Name/Signature ____________________________ Date/Time _____________________ 
 
 
Health Services Staff Name/Signature ____________________________ Date/Time _____________________ 
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